MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' 63-2021958

DEPARTMENT OF PUBLIC HEALTH AND mu..rm_u.318 0 h R iat
o : R N ) I ( 13 - R ILE NUMBER
DO NOT WRITE _AMENDED Registration District. No, Primary Registtation District No. L egistrar's No..____ o .

ON THIS $TUB S ] - = -
1. PLACE OF DEATH . 2. "USUAL RESIDENCE (Where decossed lived. I institytion: Residence before
#, COUNTY a. STATE MO . b. GOUNTY sdmission)

VS.300
Rev. 4/59

b. CITY (if outside corporate limits, give TOWNSHIF anly) length: of stey in 1b e CiTY . Inside Limite
R T
TOWN TOWN
JOUIS M0 . ST 10UIS Yo N O
c. FULL NAME OF {If NOT in h8spital, glve location) Inside. Limits d, STREET (¥ cutside, give_ location) Reside on Farm

GG 8T, LOUIS CITY HOSP, o 2100 e YO No O

3 #AME OF _nf)cussn “First Widdle Tast 4 DATE Month Year
“(Type of prin . ) ‘ ;
JACKIE IYNN MERRITIT = oeam - MAY 13, 1963 A
5 SEX 4. COLOR OR RACE | 7. Married J  Never Married]] ra. DATE-OF BIRTH | 9.7 AGE (last birthdey) |IF UNDER T YEAR | IF UNDER 24 HR

/
o . m WHITE Widawed. [ Divorted [ 5 !13/63 Months | Days Hg‘," | Mirf.

10s. USUAL OCCIJPATION (Give kind of work.done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most ofn\:vourkmg life, wven if rahred)

S ponp | ST IOUIS, MO | g
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - - 14; NAME OF HUSM_ WIFE

—__JOHNNY LEWISMERRITT | A_VIOLA Dok : :
15. WAS DECEASED EVER IN U.S. AﬂMED FORCES? - N . Addrn-ss'-

{Yes, no, of. unknown) I(If yeas, give war.or datés of se

_ LQA m ST IONTS CITY. Hgs;g #] '
5. CAUSE OF DEATH (Enter only ons cause per line for (a), (b}, ani1c). INTERVAL BETWEEN
PARY:|. DEATH WAS CAUSED BY: -ONSET AND DEATH

IMMEDLATE CAUSE (3] | MMH ] LL Ri7 Y

ATE AMENDED

F /

ol ] W] N

x|
0

0

DOCUMENT

Coﬂdiﬁom, if any, DUE TO (b)..
which gave rise to

above couse (8),

stating the: under- s

lying cause lest. DUE TO (&)

PART Il. OTHER, SIGNIFICANT CONDITIONS: :CONTRIBUTING TO DEATH but not related to the terminsl PART I1l. | decsased was female Wi
‘diseaze conditian: given in PART | (a) ) ‘ther# a pregnancy in last 90 days.

[ O Yei I IMo l O Unknown
19. WAS AUTOPSY | 20a. ACCBENT SUICIDE’ HOMElfIDE '20b. DESCRIBE HOW INJURY OCCURRED: (Enter. nature of.injury:in PART | or PART 11 of itam 18.)
O i

PERFORMED?.
YES [ NO 7

20:, TIME OF Hour Month, Day, Year
INJURY am. .
p.m. -

20d. INJURY QCCURRED | 20e. PLACE OF INUURY {e.g., In ot about homa, |.20f,.CiTY, TOWN, OR LOCATION COUNTY
WHILE-AT WORK [ . farm,. factory, street, office bidg., etc.} . vy . .

NOT WHILE AT WORK [ . . A "
5[31‘53_ ) 5/1\3/63 and last saw- :h,:, allve on. 5/]‘3/63

12’30 '% _m: an- the dite steted .bgvg, and to the best of my knowledge, from the causes atated.
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-MEDICAL-CERTIFICATION

21. | sttended the: deceased from

Death occurred at—

[
[

KATHOON .

221:. ADDRESS 22¢. DATE SIGNED

M D. 1515, LAPAYETTE . ,

23a, BURIAL, CREMATION, 3 23¢. NAME ' OF CEMETERY :OR CREMATORY 123d. LOCATION (City, hw“, .o county)
REMOVAL . (Specify) . - * .

: Anatomical Board

34, FUNERAL DIRECTOR _. . .. ADDRESS 25 DATE RECD. BY LOGAL REG,

Rowland Mortuary aVC. A4104-06 Manchest

T7a. SIGNATURE oree. o 1itiE)

USE BLACK INK

TYPEWRITER RIBEON

ITEM NO.[ "SHOULD READ

B¥-AFFIDAVIT OF




STATEMENT. BY: LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ' Student Embalmer No.
v
working under my personal supervision.

Student,

Signatyre of Student Embalmer

Licensed Embalmer No

ot

LSV P O. Address

N VL S
Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
if embalmed.by ‘a STUDENT, he 'also shall sign in his OWN handwriting. !
If this body is not embalmed, fact should be so stated above. :




